A 70-year-old woman with Parkinson disease was admitted to the emergency department with altered consciousness, fever and convulsive movements without experiencing withdrawal from antiparkinsonian medication. Six hours after the emergency department visit, the patient had a hyperpyrexia (>40°C) and a systolic blood pressure of 40 mmHg. There was no evidence of bacterial infection based on extensive workups. The patient was discharged without aggravation of Parkinson disease symptoms after treatment that included administration of dantrolene sodium, enforcement of continuous renal replacement therapy and cooling blankets. 
Editorial

Discussion
In our case, the patient was diagnosed with MS based on the modified diagnostic criteria of Levenson [1, 3] .
Our patient showed delayed mild elevation of CK, but this could be explained by focal subclinical rhabdomyolysis or due to an increase in the permeability of the muscle membrane [2] . Myoglobinemia may also serve as an evidence of rhabdomyolysis.
The most common cause of MS in PD is withdrawal from antiparkinsonian drugs (29%), followed by infection (19%), and poor oral intake (13%) [1] . Additionally, sodium imbalance can cause MS in PD [4] [5] [6] . The dehydration caused by persistent diarrhea and hypernatremia may have been the cause of MS in our patient. Old age, high Hoehn and Yahr stage during the symptomatic phase of MS, high akinesia score, and an absence of withdrawal symptoms from medication prior to developing MS have been associated with poor outcomes [1] . In our case, the patient had a high Hoehn and Yahrscore, high akinesia score, and no withdrawal symptoms from dopaminergic medication. Furthermore, as it was difficult to distinguish between MS and SIRS, the diagnosis of MS in PD was delayed. Therefore, our patient was expected to have a poor outcome. However, she recovered to her previous condition, perhaps because her high fever was quickly corrected by dantrolene sodium and cooling blankets.
One previous study found that the outcome of malignant hyperthermia depends on the time interval from the start of the reaction to the establishment of correct treatment, which includes terminating the trigger agent exposure and administering dantrolene [7] . Therefore, this intensive therapy reduced the duration of MS and helped the recovery of our patient.
This patient showed high serum PCT levels at an early stage, but at that time, we found no evidence of severe infection; serum PCT levels may also be elevated by non-infectious causes, such as inhalation injury, burn injury, mechanical trauma, extensive surgery, or heatstroke tissue injury [8] . Because PCT can be produced by tissue injury, we think that hyperpyrexia and rhabdomyolysis of MS in PD may cause damage to muscle tissue, resulting in elevated PCT. Lovas et al. [9] reported that a young male patient presenting with high fever and neurological impairment caused by amphetamine intoxication showed extremely high serum PCT levels without evidence of a bacterial infection. Because serum PCT decreases daily by approximately 50% due to its half-life, high serum PCT levels may not be associated with a bacterial infection. However, a follow-up blood culture showed methicillin-resistant Staphylococcus aureus, which was considered to be a catheter related infection for CVVHDF.
In summary, emergency physicians should consider MS in patients who have a history of PD and who present with high fever without evidence of an infection. Additionally, physicians should know that PCT in patients with MS can be elevated without a concomitant bacterial infection.
